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If “necessity is the
mother of inven-
tion” then “limited
resources is the
mother of other
ways to skin the
cat.”
In this environ-
ment, “common
wisdom” may not
be the same as it is
back home.
Looking forward
here in South Af-
rica requires utili-
zation of things
that worked pretty
well in the past;
however, there are
advances that
should be imple-
mented and re-
sources for these
must be made
available.EDITOR’S PAGE
Back to the Future: Durban, South Africa
It has been said that travel broadens one’s perspective. Most of my travel, however, has been
an extension of what I do on a routine basis. Hotels in Tokyo or Beijing or Paris or Dubai are
so similar one can easily forget what part of the world they are in. Likewise the conferences
explore the same subjects with the same faculty that is familiar in Chicago or LA or New
York or Atlanta. Two to three days in a hotel or conference center in any city discussing the
reduction of infarct size in ST-segment elevation myocardial infarction (STEMI) or the
various approaches to chronic total occlusion could possibly be equally instructive in any city or
electronically in every city.
My 2 months’ experience in South Africa is proving to be different. No, my wife and I are
not living in a thatched hut in the bush. In fact, our accommodations have been comfortable
to elegant and CNN is usually available even though we watch as little as we can. Some of the
differences are related to the time available to us, allowing exploration of the things you expect,
from magnificent game parks to wonderful restaurants and wines, spectacular sea shores and
insights into the many diverse cultures that make up this country. The most interesting aspect
of our visit, however, is not unique to South Africa but is shared by many countries with
limited resources allocated to medical care. I am not speaking of the private hospitals that
serve 20% of the population but the academic centers where I am working. These facilities
were once jewels of South African medicine and 2 weeks spent in the Groote Schuur Hospital
in Capetown, where the first transplant was performed, and the Albert Leuthuli Hospital in
Durban, which is as modern a completely paperless facility as anywhere, give the impression
that medical care is comparable to that in the cities I usually visit. In some respects it is.
Patients in these tertiary facilities receive everything from complex angioplasty and bypass
surgery to heart transplantation (rarely), but because of the large patient volume, the limited
budgets, and small clinical faculties, there must be careful triage of the level of care delivered
and the waiting time for procedures are long. These waiting times are what have challenged
my thinking. As I lecture on acute coronary syndromes and stable ischemic heart disease, I
lean heavily on the guidelines that have been developed from the “evidence.” The trials that
inform the American College of Cardiology/American Heart Association and European
Society of Cardiology guidelines, however, are not applicable in populations with no access to
primary percutaneous coronary intervention (PCI) or to patients with acute coronary
syndromes (ACS) and no PCI or coronary artery bypass graft slots available for more than 6
weeks. If “necessity is the mother of invention” then “limited resources is the mother of other
ways to skin the cat.” We tend to think of Class I and Class II indications as the only way to
do things, but when they are not available we must think about what is possible and how
different the outcomes will be if the practices deviate from the guidelines.
Some examples are STEMI and elective revascularization for coronary artery disease. First,
elective revascularization (i.e., ad hoc revascularization) and next-day surgery are rarely available
here. Diagnostic catheterization commonly follows significant symptoms and referral from one
of the feeder hospitals and most patients have had medical therapy. Many present initially with
ACS, but same-day catheterizations are not available in these feeder hospitals. As I review my
lectures, I discover that the benefit of early (1- to 2-day) intervention was only slightly better
than a longer delay. Following angiography, extensive 3-vessel disease is frequently found with
SYNTAX scores in the intermediate or high tertile in the Durban population, a large
percentage of whom are of Indian origin. During surgical conferences operative dates for up to
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134810 weeks are given. My colleagues would cringe to think
that we are waiting so long for surgery. However, I
wonder what the evidence is that the wait is always
unsafe. A patient with pulmonary edema following an
inferior lateral myocardial infarction (MI) had left main
stenosis in addition to an occluded right coronary artery
and obtuse marginal. Surgery had been scheduled for 4
weeks later and now I see this patient with a normal
chest x-ray who is a much better candidate for surgery.
Should surgery have been done as an emergency? In many
places it would have been. In this environment, “common
wisdom” may not be the same as it is back home.
STEMI therapy is another example of rethinking
possibilities. Many patients from the former Transkei (“a
black homeland” in the apartheid era) come to the Albert
Luthuli Hospital. They are first seen in a feeder hospital
having been brought by car rather than ambulance. All
my advice regarding prompt symptom to balloon time
and systems of direct transport to PCI centers for primary
intervention are interesting to the consultants and fellows
here but are impractical. The primary intervention is
fibrinolysis with streptokinase. Streptokinase? That is so1970s! But this is what they have and in fact the
advantage of the more fibrin-specific agents was marginal.
I have seen many cases of STEMI and early lyses that
resulted in patent arteries and likely modified MI size.
Most patients, however, present late and primary PCI
would be most helpful for these. We often say that
STEMI care should be a public health community-driven
effort, but here that remains a work in progress. The
government must find ways to finance emergency care for
true emergencies; STEMI surely is one.
Looking forward here in South Africa requires
utilization of things that worked pretty well in the past;
however, there are advances that should be implemented
and resources for these must be made available.
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